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CHAPTER 1: INTRODUCTION

Background

One American dies from cancers of the oral cavity and pharynx every hour. This translates into
an estimated 8,000 deaths each year. Some 30,000 individuals are diagnosed annually with these
cancers.

Oral cavity and pharyngeal cancer account for 2-4% of all cancers diagnosed annually in the
United States. They occur twice as often in men as in women; the average age at diagnosis is 60
years. Approximately 75% of oral cancers are attributed to the use of tobacco, either smoked or
smokeless (spit). Using tobacco in combination with alcohol significantly increases the risk of
developing oral cancer.

Despite advances in surgery, radiation, and chemotherapy, only about half of all persons
diagnosed with oral and pharyngeal cancer survive more than 5 years. Although the survival rates
for many other cancers (e.g., breast, colorectal, and prostate cancer) have improved over the past
20 years, the long-term prognosis for oral and pharyngeal cancer has not changed significantly; in
fact, the survival rates for minorities with oral cancer have worsened. Most oral cancers are not
detected at a localized stage. Persons with oral cancer who survive are more likely than other
cancer patients to develop new oral cavity or other cancers. Associated morbidity, physical
disfigurement, mental anguish, and economic cost add considerably to the challenge of living with
this disease.

High-priority goals for public health are to lower the number of new cases of oral cancer as well
as its associated morbidity and mortality. Prevention and early diagnosis assume critical roles in
achieving these goals and can be accomplished by:

« Understanding cause and effect and modifying associated risks.

¢ Recognizing and controlling @cancerous conditions and lesions.

« Establishing the earliest possible diagnosis and administering adequate therapy.

« Effectively managing the complications of treatment.

In 1992, a consortium of health agencies — led by the Centers for Disease Control and
Prevention (CDC) and the National Institute for Dental Research of the National Institutes of
Health (NIDR/NIH) — initiated a major planning effort to establish objectives, goals, and
programs for reducing oral cancer morbidity and mortality. The first key step in this effort
occurred in December 1992, when the Oral Cancer Workgroup was convened to advise CDC on
ways to facilitate a coordinated effort for the prevention and control of oral and pharyngeal
cancer. This group developed both long-term and short-term goals, which were published in
1993 and disseminated to a broad range of organizations and individuals interested in preventing

1 The term “oral cancer” includes cancers of the lips, tongue, floor of the mouth, palate, gingiva and alveolar

mucosa, buccal mucosa, and oropharynx.
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and controlling this disease.

One of the group’s recommendations called for the development of position papers on the state of
the science of oral and pharyngeal cancer. Toward that end, CDC'’s Division of Oral Health

(DOH) canmissioned nine background papers intended to provide an overview of the science
related to the prevention, control, and treatment of the disease — from epidemiology through
rehabilitation — and to address current knowledge, emerging trends, and opportunities and
barriers to further progress. Each paper was prepared by a different set of authors, who
represented a variety of specialties and expertise and were backed by personal experience, current
literature reviews, and in-depth critiques.

The Oral Cancer Workgroup further recommended that CDC convene a strategic planning
conference to develop a set of national strategies for action to make oral cancer prevention and
control a higher priority in this country. In anticipation of this conference, CDC, in partnership

with the NIDR and the American Dental Association (ADA), formed an Oral Cancer Conference
Advisory Group that, during 1995 and 1996, worked closely with DOH to plan the meeting. The
members of this group, along with a larger cadre of oral cancer experts, also developed a draft set
of strategies for consideration during the conference. The draft strategies and a working
conference version of the background papers were mailed to participants before the conference so
that they could be used as a springboard for discussion.

Conference Agenda

The conference was held on August 7-9, 1996, at the ADA Headquarters building in Chicago. A
deliberate effort was made to invite individuals representing a broad range of health care and
human services disciplines, as well as experts in the areas of oral cancer prevention, treatment,
and research to facilitate cross-fertilization during the strategic planning process. The exchange
among individuals who seldom have the opportunity to work together was a positive component
of the conference.

The meeting began with brief welcoming remarks by the sponsors: ADA, CDC, and NIDR. The
chief dental officer of the U.S. Public Health Service then conveyed his congratulations to the
sponsors for the excellent planning and organization of the meeting. Presentations from four
nationally recognized experts in oral cancer followed; they covered the epidemiology of oral
cancer, its etiology, ongoing and needed research, lessons learned from experience with five other
cancers (breast, lung, prostate, and cervical cancer as well as leukemia), and the human impact of
oral cancer from a survivor’'s perspective.

Aifter the opening plenary session, participants were divided into five working groups, each
focused on a different area:

e Data collection, evaluation, and research

» Professional education and practice

e Public education

» Public health policy
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e Advocacy, collaboration, and coalition building

Assignments were based on preferences expressed by participants before the conference or by
participants’ expertise. Each working group was led by a chair and co-chair, preselected from
among the conference participants; their charge was to develop recommendations and strategies
for action in their assigned area. The working groups convened Wednesday afternoon and most
of the day on Thursday; a short break on Thursday morning gave chairs an opportunity to share
progress to that point. On Friday morning, the entire group gathered to hear the chairs present
their respective groups’ recommended strategies. Participants had a chance to provide oral or
written comments, some of which stimulated further discussion and revision in the strategies.

Post Conference Activities

Following the conference, CDC mailed the draft strategies to all participants for formal review
and comment. These proceedings summarize the presentations comprising the opening and
closing sessions of the conference and the final strategies recommended by the working groups.
DOH plans to publish a summary of the conference and recommended strategies in a summer
1997 issue of the CDW®lorbidity and Mortality Weekly Report — Recommendations and

Reports

It is the conference sponsors’ hope that the strategies will stimulate an effective national campaign
to prevent and control cancers of the oral cavity and pharynx. Toward this end, DOH is pursuing
the establishment of a multidisciplinary and multiorganizational National Oral Cancer Steering
Committee. The committee will explore the development of a National Oral Cancer Plan, with
each of the agencies or organizations represented onrtimittee assuming responsibility for

moving a specific recommendation or strategy forward. DOH, working through thisittee,

will then be able to track progress and disseminate information related to oral cancer prevention
and control to interested groups and organizations.
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CHAPTER 2: OPENING SESSION

WELCOMES AND OPENING REMARKS

Dr. Donald Marianos
Director, Division of Oral Health, CDC

Dr. Donald Marianos welcomed participants to the first National Strategic Planning Conference
for the Prevention and Control of Oral and Pharyngeal Cancer. (See Appendix A for the
conference agenda.) He noted that the conference represented the culmination of nearly 4 years
of planning and coordinated effort involving CDC'’s Division of Oral Health (DOH), the National
Institute of Dental Research (NIDR), and the American Dental Association (ADA). He also
thanked the more than 75 individuals who had served as expert consultants, authored and
reviewed the background papers, developed the draft strategic planning document, and helped to
plan the meeting.

Dr. Marianos summarized the chronology of events leading up to the conference, beginning in
December 1992 when CDC convened the Oral Cancer Workgroup. He noted that one of the
suggestions that had emanated from the 1992 meeting was for CDC to convene a strategic
planning conference to develop a set of national strategies for the prevention, early detection, and
control of oral cancer. The overarching goal of the meeting, he told the audience, would be the
development of an action plan and policy recommendations that would make oral cancer a higher
priority in this country. Toward that end, DOH hadreoissioned nine background papers on the
state of the science of oral and pharyngeal cancer. Dr. Marianos thanked the many individuals
who had spent countless hours writing, editing, and reviewing this document. In particular, he
thanked Dr. Sol Silverman, Jr., and Dr. Deborah Winn, who had served as the science editors for
the document, and Ms. Susan Toal, who had served as technical editor.

Dr. Marianos then recognized the Oral Cancer Conference Advisory Group, which had worked
closely with CDC, NIDR, and ADA to plan the meeting. He also thanked the cadre of dedicated
and talented individuals who had agreed to develop a draft set of strategies for consideration
during the conference and to serve as chairs and co-chairs for conference deliberations (the Oral
Cancer Conference Strategic Planning Working Group Chairs and Members). (See Appendix B
for a listing of the chairs and co-chairs.)

Next he thanked the conference co-sponsors: NIDR, for its staff time and financial support over
the past 3 years, and the ADA, for graciously allowing the use of its headquarters building for the
conference. In particular, he recognized Jane Forsberg Jasek of the ADA’s Council on Access,
Prevention and Interprofessional Relations; Jim Sweeney and his staff in the Department of
Conference Services; and the staff in the Department of Media Relations. He also noted the
efforts of the ADA Health Foundation staff, who had acquired funding from the Robert Wood
Johnson Foundation to support the food functions during the conference and funding from Zila
Pharmaceuticals, Inc. The American Cancer Society was also recognized for awarding a Cancer
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Control Grant to the ADA Health Foundation; the grant supported travel for several experts and
process consultants as well as publication of the proceedings. Finally, Dr. Marianos thanked
Barbara Park and Dolores Malvitz, DOH staff, for their work in organizing the conference.

Dr. William Ten Pas
President, American Dental Association

Dr. Wiliam Ten Pas welcomed conference participants on behalf of the ADA'’s board of directors
and officers. He stressed the potential power of the group to learn, work, and plan toward a
common goal — the prevention and control of oral cancer. Dr. Ten Pas suggested several
strategic areas for consideration during the conference, including a focused effort to enhance
health professionals’ ability to diagnose and treat oral cancer and expanded education of
professional athletes to change their “spitting” habits. He expressed concern about the decreasing
age of oral cancer victims but urged participants to draw strength and renewed commitment from
the courage of oral cancer survivors.

Dr. Reuben Warren
Associate Director, Office of Minority Health, CDC

Dr. Reuben Warren welcomed participants on behalf of CDC; its director, Dr. David Satcher; and
its 7,000 employees. He extended a special welcome to a friend and colleague, Dr. Clement
Luhanga, founding dean of the dental school in Tanzania, Africa. Dr. Warren noted the
reputation that the city of Chicago has earned for “moving a national agenda” and cited a
concurrent meeting in the city at which African-American groups were developing an agenda for
addressing key health care issues. He expressed confidence that the conference on oral cancer
would “move the oral cancer agenda” despite the complexity of the challenge.

Dr. Warren recalled the Secretary's Task Force on Black and Minority Health, convened in 1985,
as the federal government’s first official acknowledgment that health problems could be
chronicled by race and ethnicity. He urged participants to consider the impact that racial and
ethnic issues have on oral cancer prevention and control. Dr. Warren noted with excitement the
collaboration of CDC, NIH, and ADA in the area of oral cancer and told the conference that he
was looking forward to the upcoming deliberations and outcomes.

Dr. Sherry Mills
Director, Extramural Research Branch, Division of Cancer Prevention and Control, National
Cancer Institute

Dr. Sherry Mills greeted participants on behalf of the National Cancer Institute (NCI) and briefly
described several new NCI initiatives in the areas of youth access to spit tobacco and the
development of programmatic approaches to public health education. She expressed particular
interest in conference outcomes related to research, which she hoped would complement NCI's
current and planned research efforts.
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Dr. Stephen Corbin
Chief of Staff, Office of the Surgeon General, and Chief Dental Officer, U.S. Public Health
Service

Dr. Stephen Corbin extended the greetings of Acting Surgeon General Dr. Audrey F. Manley and
congratulated the three conference sponsors for convening the “who’s who” of health
professionals involved in fighting oral cancer, including those in dentistry and public health, basic
research, and medical and rehabilitation specialties. He expressed optimism that the conference
objectives would be achieved and that oral cancer would be elevated on the national agenda as a
major health problem. He recounted the lack of progress in changing the epidemiologic patterns
of oral cancer, despite what is known about its etiology and the value of early diagnosis. He
urged participants to use the Healthy People 2000 Objectives related to oral cancer as a template
for identifying specific strategies.

Dr. Corbin then presented two awards. He presented the Chief Dental Officer's Exemplary
Service Award to Dr. Sol Silverman, Jr., for his contribution to the mission of the chief dental
officer and the Surgeon General's Exemplary Service Award to the ADA for its national
leadership in the fight against tobacco use and oral cancer. ilkamWen Pasaccepted the
second award on behalf of the ADA.

PANEL PRESENTATIONS

Dr. Harold Slavkin
Director, National Institute of Dental Research, NIH

Dr. Harold Slavkin began his presentation by comparing the oral cancer conference to his favorite
Olympic event, the 4-by-400 relay race. In both activities, he explained, individuals are united by
a common goal that can only be achieved through mutual respect and cooperation. He asserted
that high U.S. mortality from oral cancer (one death every hour) was more than sufficient impetus
for the development of new diagnostic and therapeutic tools and techniques. He cited
collaboration, partnership, and leveraging of finite resources as keys to lowering prevalence and
improving mortality patterns and prognostic statistics for oral cancer.

To set the stage for a closer examination by conference participants of critical policy decisions and
their implications for prevention and control of oral cancer, Dr. Slavkin summarized trends in oral
cancer etiology; he highlighted the clear association between the disease and tobacco and alcohol
consumption. He noted that the risk changes as a function of the amount of tobacco or alcohol
consumed; heavy drinkers who smoke more than one pack of cigarettes a day are 24 times more
likely to develop oral cancer than individuals who do not use either substance. He also reviewed
trends in the 5-year survival rate for oral cancer, which has not improved much over the past
decade and commented that African Americans are at particularly high risk for this disease. Over
the past decade the incidence of oral cancer among young people has tripled.

Draft - February 24, 1997 Page 6



Dr. Slavkin then summarized the research areas that he believed need to be pursued. The areas
include behavioral research that integrates the sciences of human behavior, the environment, and
human biology in a creative fashion; molecular research, particularly on biomarkers for early
detection, diagnosis, and prognosis; and basic research to explore the relationship between stem
cell biology and the neoplastic process. All of this research, he noted, requires an integrated,
interdisciplinary approach with well-defined, common goals and true partnerships.

Dr. Slavkin said he was particularly pleased to announce the upcoming funding of Centers for
Oral Cancer (in partnership with NCI) which will focus on the molecular basis of therapeutic
approaches. Another new initiative, Centers of Discovery, will award 1-year planning grants to
academic institutions for the design of thematic approaches to cancer by integrating biology,
behavior, and the environment. At the end of the first year, recipients will submit specific project
proposals to test their designs, which véalteive careful peer review before being considered for
funding.

In closing, Dr. Slavkin reiterated the Healthy People 2000 Objectives related to oral cancer and
challenged conference participants to consider creative ways of enlisting support from the
“drivers” of success: managed health care entities and health maintenance organizations, which
can help make preventive care a reimbursable service; the educational system which can enhance
the knowledge of children in grades K-12 about healthy behaviors; and the media, which can
influence public perception and knowledge about this critical health problem.

Dr. Sol (Bud) Silverman, Jr.
Professor and Chairman, Department of Oral Medicine, University of California, San Francisco

A clinician and academician with extensive experience in oral cancer, Dr. Sol Silverman
congratulated CDC, NIDR, and ADA for convening the myriad experts at the conference. He
summarized the planning process that CDC had initiated in 1992 and lauded the background
papers. Dr. Silverman reported that the process, involving more than 75 persons, compiled what
is currently known about oral cancer epidemiology, etiology, precancerous lesions, early
detection, diagnosis, treatment, rehabilitation, complications of treatment, and behavioral aspects.

Dr. Silverman suggested that the practice of prevention could best be improved if the nation
focused on gaining a better understanding of four major areas: the etiology of oral and
pharyngeal cancer, diagnosis and control of precancerous lesions, early detection, and treatment
to prevent or modify complications. He emphasized the importance of concentrating on very
specific priorities for action within these four broad areas.

He concluded by showing three slides that highlighted the difficulties clinicians have in
differentiating benign from malignant lesions and in recognizing cancer in its very early stages
(when it can be controlled completely and result in little or no morbidity). He noted that two-
thirds of all patients have advanced disease by the time they present for treatment. This statistic,
he said, can and must be improved through effective education of health care professionals and
the general public.
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KEYNOTE SPEAKERS

Rick Bender
Oral Cancer Survivor

Mr. Bender, the owner of a hobby shop in Round Up, Montana, opened his presentation by
stating that it was more than 5 years since he had been diagnosed with oral cancer. He was in his
mid-20’s at the time of diagnosis, and now speaks to groups around the country about his
personal experience with this disease and its physical and psychological toll. He estimated that he
had reached more than 100,000 children in the past year.

Mr. Bender noted the two types of spit tobacco — chewing tobacco and snuff — and cautioned
participants to avoid using the term “smokeless” tobacco because it implies that spit tobacco is
not harmful. He told the audience that when he first began using spit tobacco as a 12-year-old, he
was influenced by three factors: peer pressure, advertisements by tobacco compatiled that b

spit tobacco as a safe alternative to cigarettes, and professional baseball players who used spit
tobacco. He chronicled his increased usage throughout high school and his experience with
recurring sores on his tongue. He first sought a clinical evaluation in 1988, when one sore
persisted and became painful; the diagnosis was undifferentiated squamous cell carcinoma.
Surgery revealed a tumor much larger than expected, and one-third of his tongue as well as his
lymph glands were removed. He was expected to live only 2 more years.

Radiation effectively controlled the cancer but caused an infection that resulted in three more
operations and removal of the right half of Mr. Bender’s jaw bone. Although the infection and
cancer have not recurred, he said he cannot lick his lips, has limited movement on the right side of
his neck because of nerve damage, and is unable to throw a ball to his young son. In addition, he
has lost all the teeth on the right side of his mouth. He said he feels fortunate that he can still
speak.

Mr. Bender showed a series of slides he uses during his presentations to young children. The
slide show pointed out the increased use of spit tobacco among young males and its emerging use
by young female athletes, the slick marketing approaches used by the tobacco industry, and the
adverse health effects caused by spit tobacco (e.g., mouth cancer, nicotine addiction, gum
recession, and gum disease).

In closing, Mr. Bender expressed his strong belief that education is the key to combating spit
tobacco use in this country. His educational philosophy is to tell young people Whappen

to them if they use spit tobacco, then hope thitynake the right personal choice for their
health and their future.
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Dr. Harold Freeman
Director of Surgery, Harlem Hospital Center; and Professor of Clinical Surgery, Columbia
University College of Physicians and Surgeons, New York City

After thanking Mr. Bender for his inspirational message, Dr. Harold Freeman related a chronicle
of oral cancer that began with the hushed diagnosis of President Grover Cleveland, who was
treated on his yacht, away from the public eye. Decades later, on December 23, 1971, President
Richard Nixon signed the National Cancer Act, declaring war against cancer. The act
appropriated funds for cancer research and anticipated the discovery of a “magic bullet” to cure
the disease.

Dr. Freeman then cited several statistics to prove how far the United States still is from being
cancer-free. By the year 2000, he stated, it is anticipated that calhcause more U.S. deaths

than will heart disease. He shared data on cancer cases and deaths by site in males and females,
differences in incidence and death rates among racial and ethnic groups, person-years of life lost
for various types of cancer, and types of cancers related to tobacco use.

With these data as background, Dr. Freeman discussed his perception of what has occurred to
raise five cancers to national visibility and prominence: breast, lung, cervix, and prostate cancer,
and leukemia. He discussed the experience with breast cancer in the greatest detail, as efforts to
give this cancer visibility and prominence have been deemed nwostssiul. Factors
contributing to the success of these efforts include:
« A sophisticated database that can supply data on morbidity and mortality, economic costs,
and human and emotional costs.
e Prominent, well-respected role models with breast cancer, including the wife of a vice-
president.
» Development of active advocacy organizations, initiated by women on their own behalf,
sometimes with great anger.
¢ Promulgation of screening guidelines for breast cancer diagnosis, which provided a
template for both health professionals and women.
« Discovery of new techniques in surgery, radiation, and chemotherapy that could be applied
by clinicians in lieu of radical mastectomies.
e Public education on the need for women to have regular mammograms.
e Federal funding, through the Breast and Cervical Cancer Mortality Prevention Act of
1990, to support breast cancer screening.

Dr. Freeman listed the factors contributing to success in efforts on lung cancer: the Surgeon
General’s report of 1964, which concluded that smoking causes lung cancer; statements
discouraging smoking by all the major medical groups in the country discouraging smoking; and
media attention to recent legal issues. Dr. Freeman noted that the greatest single obstacle to
reducing the incidence of lung cancer is the country’s continued investment in the tobacco
industry.

Prostate cancer, Dr. Freeman said, is on the national agenda because of the prostate-specific
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antigen (PSA) test, which allows early detection and diagnosis, and because of well-organized
advocacy groups such as Us Too. For cervical cancer, the key was the Pap test, which would
greatly reduce deaths from this disease if applied appropriately and effectively for all women. As

for leukemia, recent treatment research has resulted in development of a combination of drugs

that has increased survival rates for certain types of leukemia to 80% (compared with very low
survival rates in the 1940s). The human element has also been a factor in leukemia, as everyone is
sympathetic to the survival of children.

To apply the nation’s experience with these five cancers to oral cancer, Dr. Freeman suggested
several key strategies:

« Improve the database, particularly in the areas of economic cost, human cost, years of
productivity lost, and profile of cases (e.g., by race, economic status, culture, and lifestyle
factors).

« Develop a stronger, better-organized advocacy movement.

« Deliver more education on oral cancer in relation to other cancers.

« Develop early detection guidelines and share them widely with the public and relevant
professionals.

« Collaborate with anti-tobacco groups and “piggyback on their efforts” so that oral cancer
is added to the list of diseases nationally recognized to be caused by tobacco.

« Work with managed care organizations to ensure they offer oral examinations as part of
their prevention package, particularly for those at risk.

» Develop educational information that is culturally and linguistically appropriate for the
intended audience.

« Urge the media to stress the importance of regular oral cancer examinations.

Dr. Freeman challenged conference participants to identify actions that can change the nation’s
approach to this disease. Drawing an analogy to the sinking of the Titanic, he said we must not
merely “rearrange the furniture” but instead must change our course.

Finally, Dr. Freeman discussed the impact of poverty on oral cancer specifically and on overall
health in general. Poor Americans experience greater pain and suffering because they are
diagnosed later than better-off Americans, encounter a variety of barriers when they attempt to
negotiate the health care system, must make tremendous personal sacrifices to obtain medical
care, engage in lifestyle behaviors and practices that may be hazardous to their health, and often
find educational materials and activities irrelevant and insensitive to their needs and priorities.
African Americans, he said, represent a disproportionate share of the 35 milion Americans who
are poor.

Dr. Freeman said he believes that the problem of oral cancer will not be solved until all Americans
have universal access to the full array of health care services — including prevention, early
detection, diagnosis, and treatment. Currently, 40 milion Americans are uninsured for health
services.

Dr. Freeman urged conference participants to involve individuals who are most at risk for oral
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cancer in the planning and implementation of prevention strategies. He cited the following adage
to support this recommendation: “Tell me andill farget. Show me and | will remember.

Involve me and | will understand.” He also quoted Albert Einstein, saying, “What you see
depends on where you stand.” Applying this adage to oral cancer, he urged participants to seek
ways of making the public, researchers, policy makers, and scientists see this problem in a way
that will help reduce death and increase survival.

CHARGE TO THE WORKING GROUPS

Dr. Myron Allukian, Jr.
Assistant Deputy Commissioner and Director of Community Dental Programs, Boston
Department of Health and Hospitals

As chairman of the Conference Advisory Group, Dr. Allukian expressed his pleasure in seeing the
conference become a reality. He complimented the two keynote speakers for setting the stage for
the deliberations by both humanizing oral cancer and outlining strategies to put oral cancer on the
national agenda.

Dr. Allukian acknowledged that many people in the audience had been working long and hard to
improve oral cancer outcomes, but often in isolation. He asked participants to be thoughtful in
examining the draft strategies that had been prepared, to be creative but practical, and to identify
the strategies that would make a difference over the next 4 to 5 years.

It is unacceptable, Dr. Allukian said, that only 14% of surveyed Americans have reported that
they had ever had an oral cancer examination. Improving this statistic, he said, will take a
concerted effort by all components of the health care system. Just as it takes a village to raise a
child, he noted that it takes a community to make an impact on a disease that causes so much
tragedy and suffering. He closed with a challenge: “If you don’t take the lead, you can't
complain that you're being led.”

Dr. Jim Feldt
Institute of Community and Area Development, University of Georgia

A consultant to the conference sponsors, Dr. Jim Feldt described the process that he had designed
in collaboration with the Conference Advisory Group for use by the working groups. The chairs
and co-chairs of each working group had been trained to guide their groups to

» Share their expectations about the conference with each other.

« Clarify the purpose of the working group activity: to focus on one topic and develop a

short list of strategies to prevent and control oral and pharyngeal cancer.
« ldentify the draft strategies they believe are most “on target.”
¢ Generate a list of additional strategies.
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Dr. Feldt said the Wednesday evening reception would provide an opportunity to learn about the
strategies being discussed by other working groups and to make suggestions for other groups to
consider the following day.

The entire group would reconvene on Thursday morning for a description of progress followed by
a question-and-answer period. The working groups would then meet to resolve unfinished
business and identify the highest-priority strategies. It was hoped that the top five to nine items
would be selected by lunchtime, with the afternoon devoted to discussion of the potential
opportunities and barriers to implementation of each priority strategy.

Dr. Feldt said that during the Friday morning session the working group chairs would share with

the entire group the priority strategies identified, along with any other major recommendations or
issues they wished to raise. Participants would have an opportunity to comment on the working
group’s reports, both verbally and in writing.

Dr. Feldt emphasized the important role of the chairs and co-chairs, noting that these individuals
were the colleagues of participants, not “hired guns.” He urged participants to work with them
and support them as they tried to keep the group on task and move discussion toward consensus.
He clarified the difference between “participants” and “observers”; participants were expected to
participate actively in discussion and stay involved and focused. Observers would sit around the
outer rim of the room, pay close attention to the discussion, share thoughts and comments when
asked by the chair or co-chair, and help the group look at issues from a broader perspective.

Dr. Feldt then distributed and reviewed the ground rules for the sessions and encouraged
participants to abide by them. After calling for questions or comments, he asked participants to
join their assigned working groups.
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CHAPTER 3: WORKING GROUP REPORTS

This chapter presents the strategies for action recommended by conference participants. The
strategies were initially drafted by the individual working groups during break-out sessions
scheduled for the first two days of the conference; they were revised to incorporate comments
raised by participants during a general session on the final morning. Following the conference, the
draft strategies were disseminated to all conference participants for a final review to ensure they
accurately captured the intent.

ADVOCACY, COLLABORATION, AND COALITION BUILDING

Introduction

Because tobacco use contributes so significantly to morbidity and mortality from oral cancer, its
reduction (especially among individuals who consume large amounts of alcohol) must be an
essential component of any national strategy to reduce the burden from oral and pharyngeal
cancers. To facilitate increased awareness of the connection between combatng tee with
heavy drinking and the risk for oral cancer, new partnerships must be formed between the oral
health community and persons and groups that are working to prevent and control tobacco and
alcohol use.

Major gains in oral cancer prevention, intervention, early diagnosis, treatment, research, and
funding depend on strong, effective advocacy by the oral cancer community in collaboration with
powerful coalitions and interest groups from outside that community. Existing tobacco-control
coalitions working at the national, state, and local levels must be made aware that the oral health
community is already working in the area of tobacco use prevention and control and wishes to
expand its role and impact. Opportunities for involving the oral health community with the
ongoing work of theseoalitions should be identified. Additionally, third-party payers and health
maintenance organizations (HMOs) should reexamine their recommendations and guidelines on
the provision of oral cancer examinations for patients at risk for developing cancers of the oral
cavity and pharynx so that they better support efforts in early detection and treatment.

Recommended Strategies

Advocacy and coalition building can be accomplished more effectively if the following areas are
pursued:

1. Establish an ongoing, institutionalized mechanism to monitor and implement the conference
outcomes.

2. Urge oral health and other health professionals to become more actively involved in
community health issues, especially tobacco and alcohol abuse, by:
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« Developing a comprehensive advocacy training program for a core group of oral
health professionals.

e Recruiting and enrolling individuals from the health community in a national database
for tobacco and oral cancer advocacy.

» Designing outreach programs to encourage local and state dental societies to become
pro-active in oral cancer coalitions and other coalitions to promote oral cancer issues.

« Establishing a network of oral cancer survivors to advocate for change.

» Developing a speakers bureau of sports figures and other prominent, highly visible
individuals.

3. Promote the publication and dissemination of the Department of Health and Human Services’
biennialReport to Congress on Tobacco Control Activities in the United States.
document, mandated by the Comprehensive Smoking Education Act of 1984 (Public Law 98-
474) and the Comprehensive Smokeless Tobacco Health Education Act of 1986 (Public Law
99-252), should be a complete review of the health effects of tobacco and trends in its use and
serve as an advocacy tool to update policy makers, the media, and the public on key issues.

PUBLIC HEALTH POLICY

Introduction

Although the product of the conference is intended to be strategy-oriented and to stimulate action
by the health community, a sound basis for the strategies is fundamental. Good science and sound
epidemiology, along with effective education and committed individuals and organizations, are

keys to success. Updated knowledge, skills, and attitudes of both health professionals and the
public will help attain the goals of lowering the incidence of oral cancer in the United States and
reducing morbidity and mortality from this disease.

Recommended Strategies

The major public health policy strategies the working group recommended were organized into
four categories: prevention and control of tobacco and alcohol use, professional knowledge and
behaviors, compensation, and national programs. These strategies are summarized below.

A. Strategies Related to Prevention and Control of Tobacco and Alcohol Use

1. Increase excise taxes on alcohol and tobacco products to provide funding targeted for
prevention programs.

2. Strengthen and enforce youth access laws regarding alcohol and tobacco.

3. Give the Food and Drug Administration regulatory authority over tobacco, because
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nicotine is an addictive drug.

4. Prohibit all advertising and promotional activities by the tobacco industry and conduct a
well-funded counteradvertising campaign that focuses on smoked and spit tobacco, cigars,
and pipe tobacco.

5. Deny federal health and medical research funding to organizations that accept health
research funding from the tobacco industry or its “research” institutes.

6. Increase excise taxes on spit tobacco at least enough to make them equal the taxes on
cigarettes.

7. Promote a ban on the use of tobacco products among members of all professional sports
teams during practice and games.

8. Add strong warnings about the risk for oral cancer to tobacco and alcohol warning labels.
In general, tobacco warning labels should cover 25-30% of the front or back of a
product’s package as well as of advertising copy. Warnings should be modeled after those
used in Australia and Canada.

B. Strategies Related to Professional Knowledge and Behavidrs

1. Require training in tobacco- and alcohol-use prevention and control, including tobacco
cessation, at all levels of training in dental, medical, nursing, and other appropriate health
care disciplines.

2. Ensure that clinicians learn to perform oral cancer detection procedures that are
appropriate to their professional practice.

3. Urge health professionals to conduct tobacco and alcohol intake assessments routinely on
their patients. Certification agencies should ensure that questions on these high risk
factors are asked.

4. Encourage appropriate agencies and professional organizations to recommend that all
clinicians delivering primary health care routinely perform oral cancer examinations.

% This strategy generated considerable discussion among conference participants. While the working group
recognized the strategy’s potential impact on research support, it believed strongly that the strategy should be included.

3 These strategies complement those developed by the Professional Education and Practice Working Group
but are listed here because of their public policy implications.
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C. Strategies Related to Compensation

1.

Work with the American Dental Association and the American Medical Association to
reaffirm that existing codes used for reimbursement (e.g., CPT, ICD-9, CDT)
appropriately identify the oral cancer examination as a component of the standard oral
examination.

Ensure that Medicaid, Medicare, traditional insurance plans, and managed care entities
consider oral cancer examinations an integral part of a comprehensive physical and/or oral
examination.

Base reimbursement for oral cancer examinations on the service provided rather than the
academic degree of the provider.

D. Strategies Related to National Programs

Designate federal funding for a national program of oral cancer prevention, early detection,
and control that includes support for outcomes assessment and policy-based research.

E. Other Strategies

Additional strategies considered important by the working group included:

Increase public protection from involuntary tobacco smoke by strengthening clean indoor
air laws to cover all public and work places.

Ensure that public policy research on the role of the tobacco industry in subverting public
health efforts is an integral aspect of public and private grantmaking activities.

Further develop comprehensive cancer registries.

Ensure that individuals being treated for oral cancer are eligible for (and receive)
reimbursement by public or private insurance carriers for tobacco and alcohol cessation
treatment.

Assist appropriate groups (e.g., U.S. Preventive Health Services Task Force, Canadian
Task Force) to develop screening, early detection, referral, and treatment guidelines for
oral cancer.

Include a strongly worded section on oral cancer prevention, early detection, and control
in the Surgeon General's Report on Oral Health.

Incorporate a focus on oral cancer into CDC’s September 1997 “comprehensive
integrated” cancer control conference.

Sponsor a White House conference on oral health, to include oral cancer, and an NIH
consensus development conference on oral cancer prevention, early detection, and control.
Unite major health organizations in support of the National Spit Tobacco Education
Program (NSTEP) — a public education and awareness effort that uses professional
baseball players to promote oral health and educate young people, parents, and coaches
about oral cancer prevention and the dangers of using spit tobacco.

Issue a joint policy on oral cancer examinations by stakeholder organizations.
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» Urge the ACS to develop a policy on oral cancer and to take a leadership role among
voluntary organizations.

« ldentify alternative sources of income for groups and publishers that accept tobacco
money.

« Develop a standardized continuing medical education/continuing dental education
(CME/CDE) course on oral cancer examinations and interventions and work with the
appropriate licensing agencies to certify it as fulfiling a licensure requirement.

* Increase advocacy efforts to prevent the passage of laws that preempt regulatory and
control activities and policies at the local and state levels.

« Encourage major national dental organizations to include mention of oral cancer
examinations in their public service announcements promoting dental care.

» Increase efforts to promote oral health awareness among the general public and include
information on the ability of oral health and other health professionals to prevent oral
cancer through early detection and counseling on the prevention and cessation of tobacco
use.

« Urge collaboration among federal agencies and other key organizations to incorporate an
oral cancer module into school health education.

« Educate health policy makers about the lack of access to oral health services for
vulnerable populations and provide evidence documenting the effect on prevention, early
detection, and treatment of oral cancers.

PUBLIC EDUCATION
Introduction

The major risk factors for oral and pharyngeal cancer and their signs and symptoms have been
established. As with most cancers, it is known that the earlier these cancers are detected, the
more likely the patient will survive. For severakddes, exam procedures have existed to detect
oral lesions suspicious of cancer, and the ACS recommends that all persons 40 years of age and
older have such an examination annually. However, survival rates for oral and pharyngeal cancer
remain at about 50% and essentially have not changed over the past three decades.

Recent evidence suggests that the majority of U.S. adults 18 years of age and dlder are
informed about risk factors for oral cancer and its signs and symptoms. Reportedly, only 14%
have had an oral cancer examination. Also disturbing are results of other studies that suggest
many dentists and physicians are not well informed about oral cancers in general. Thus, a large
gap exists between what is known about the prevention and early detection of these cancers and
what members of the public and health professions practice.

Health promotion, which includes health education, influences knowledge and behavior at all
levels of social organization. It can help bridge the gap between knowledge and practice.
Educating public groups, including consumers, high-risk groups, health care providers, and
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legislators and other decision makers using appropriate educational approaches is necessary to
improve awareness of methods of prevention and early detection, gain their acceptance by these
groups, and increase their routine use.

Members of the public need to know that an examination for oral cancer exists and that they can
and should request one routinely from a variety of health care providers. The public also needs to
know the signs and symptoms of oral cancer, the risk factors for this disease, and ways to reduce
risk. This is particularly important for high-risk groups of tobacco and alcohol users.

Recommended Strategies

The major recommendations that emerged from the conference in the area of public education
were the following:

1. Develop and disseminate guidelines and lists of resources to assist communities (e.g., states,
counties, cities, towns, members of organizations and institutions) in developing, evaluating,
and implementing models for oral cancer education. This effort would include an inventory of
guidelines, literature, processes, and models.

2. Based on locally assessed needs, develop, implement, and evaluate statewide models to
educate all relevant groups. These models should be practical, culturally appropriate, and
user-friendly and should include, but not be limited to, the following content areas:

a. risk factors for oral cancer (tobacco and alcohol use, a diet low in fruits and vegetables),

b. signs and symptoms of oral cancer,

c. procedures for a thorough oral cancer exam that show the ease with which it can be
performed, and

d. methods of public advocacy.

3. Persuade (educate) relevant CDC and NIH decision makers, members of Congress, and
members of other organizations to secure funding for statewide oral cancer model
demonstration projects and to establish an oral health component for integration into the
IMPACT program of CDC'’s Office of Smoking and Health.

4. Develop and conduct a national promotional campaign to raise public awareness of oral
cancer and its link to tobacco use (cigarettes, spit tobacco, pipes, and cigars) and alcohol
abuse. The campaign might include a mascot or logo, sports figures or other distinguished
people as spokespersons, and a national awareness week or month.

5. Ensure that behavioral and educational research is included in the oral cancer budget of
research institutes (e.g., NIH, universities, foundations).

6. Increase the representation of educators, behavioral scientists, and oral cancer specialists on
the grant review committees of cancer and dental research institutions.
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7. Ensure that a national research agenda is developed that includes:

« Ongoing surveillance to monitor knowledge, opinions and attitudes, and practices of
the public, especially high-risk populations.

» Surveys of the knowledge, opinions, and practices of all relevant health care providers
regarding oral cancer.

« Evaluations of the effectiveness of educational interventions among targeted
populations.

e Changes in existing survey instruments, such as the National Health Interview Survey,
to include items on oral cancer comparable to those for other cancers.

 Inclusion of oral cancer questions in state Behavioral Risk Factor Surveillance System
(BRFSS) surveys.

e Determination of the proficiency of individuals taught to perform an oral cancer self-
examination.

« Assessment of the quality (e.g., reading level, scientific accuracy), quantity, and
availability of educational materials directed to the public about oral cancer.

The working group proposed the following additional recommendations:

1. Create and disseminate a tobacco education and oral cancer component for inclusion in
elementary-level health curricula.

2. Ensure that target groups include high-risk individuals and their families, low income
communities, blue-collar workers, and elderly populations.

3. Include survivors and survivor groups in all public education efforts. Consider using the
Internet and existing support groups to identify interested individuals.

4. Compile an inventory of allies in public education (includingatmo and alcohol prevention
and control groups, health maintenance organizations, and insurance companies) to support
advocacy efforts.

PROFESSIONAL EDUCATION AND PRACTICE

Introduction

For years, the incidence of squamous cell carcinoma of the mouth and throat has remained steady
despite wide agreement on the principal risk factors and our ability to characterize the high-risk
patient. Moreover, the mouth is readily accessible for rapid, painless visual and digital

examination by health care professionals; before many oral cancers are diagnosed, clinical
abnormalities often can be detected, biopsied, and diagnosed as premalignant lesions. In addition,
current biopsy techniques are simple, inexpensive out-patient office procedures with virtually no
untoward sequelae. Yet the majority of oral cancer patients present with relatively advanced
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disease requiring extensive therapy; prognosis for their 5-year survival is little better than it was
25 years ago. To reverse this dreary statistic, to drastically reduce incidence, and to improve the
prognosis of oral and pharyngeal cancer patients are the goals of the oral health community and
other primary health care providers.

Oral health care professionals at all levels nationwide have a principal responsibility for detection
and diagnosis of pre-malignant oral lesions (PMOLSs) and oral squamous cell carcinoma. They
must know the high-risk sites for those lesions and how to properly perform a complete, thorough
oral soft tissue examination. This procedure should be incorporated into their routine clinical
practice. They must also be able to develop a realistic differential diagnosis and must understand
management approaches.

Furthermore, dentists and dental hygienists should know the risk factors for PMOL and oral
squamous cell carcinoma (tobacco and alcohol use) and recognize the high-risk patient. As a
corollary, they must also be wiling and able to counsel patients regarding the adverse health
consequences associated with use of tobacco and alcohol products and either perform in-office
interventions or direct patients to community resources for assistance.

Last, other health care professionals (physicians, nurses, physicians’ assistants), while not sharing
the level of training and expertise in oral anatomy and oral pathology required for dental
professionals, nonetheless share a responsibility to be cognizant of oral cancer. They, too, must
know its risk factors, assess their patients routinely for tobacco and alcohol use, and provide
appropriate counseling. They should also know the high-risk sites for oral cancer and be able to
examine all other oral cavity sites properly. They should know the general normal appearance of
the oral cavity and have established referral patterns for evaluation of patients in whom they
detect abnormalities.

Prevention includes not only approaches for reducing tobacco and alcohol risks and for identifying
premalignant lesions but also for early detection of oral cancers. Success in these areas will
reduce morbidity and mortality. Finally, all health professionals should advise patients about the
benefits of good nutrition, because diets low in fruits and vegetables appear to increase the risk of
developing oral cancers.

Recommended Strategies

The recommended strategies in the area of professional education included the following:

1. Develop health care curricula that require competency in prevention, diagnosis, and
multidisciplinary management of oral and pharyngeal cancer, including the prevention and

cessation of tobacco use and alcohol abuse.

2. Promote soft tissue examination for detection of oral cancer as a standard part of a complete
patient examination by health care professionals.
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3. Develop, promote, and maintain an information base of all professional education materials
related to oral cancer.

4. Define, identify, develop, and promote centers of excellence in oral cancer management.

5. Sponsor and promote continuing education for health care professionals on guidelines for the
multidisciplinary management of all phases of oral and pharyngeal cancer and its sequelae.

The working group identified several elements that must be in placelitatiathe achievement
of the recommended strategies. These elements pertain to all appropriate health care disciplines
and include:
e Educational standards and standards of care for oral and pharyngeal cancer.
e Standardized oral cancer examination techniques implemented consistently in clinical
practice.
e A national speakers bureau with standardized educational materials.
« An oral cancer home page on the World Wide Web.
» Guidelines for developing oral cancer screening and detection programs.
« Self-instructional materials on oral cancer for health professionals to cover such topics as
risk factors, early detection, and counseling of high-risk patients.
« Identification of sources of and deficits in professional education materials related to oral
cancer, a catalogue of these materials, and strategies to ensure access to the catalogued
materials.

DATA COLLECTION, EVALUATION, AND RESEARCH

Introduction

Although much is known about the causes, prevention, detection, and treatment of oral and
pharyngeal cancer, many of the critical research efforts needed to conquer this disease have only
just begun. This introduction to strategies for data collection, evaluation, and research is intended
to suggest how far we have come and how far we have yet to go.

Compelling evidence from basic research and human population studies shows that the two most
important causes of oral cancer are tobacco use and heavy alcohol consumption. Public health
efforts to change these behaviors have met with some success; for example, the percentage of
U.S. adults who had never smoked increased from 44% in 1965 to 50.2% in 1991. During the
twentieth century, mortality from oral cancer has been fairly stable, as use of spit tobacco declined
but smoking increased. Mortality for white males and for all females has been dropping recently,

as these groups reached their peak rates of tobacco use many decades ago. Oral cancer mortality
has declined slightly in the past few years among black men after increasing rapidly for decades.
However, disturbing shifts in behaviors have the potential to reverse these trends. Cigarette
smoking and use of spit tobacco and alcohol are rising among adolescents and young adults in the
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United States. In both Europe and the United States, oral cancer rates are rising among younger
men for reasons that are as yet unclear but may be related to these behavioral changes. New
strategies for addressing these serious epidemics of adverse health behaviors must be developed
and tested.

Alcohol and tobacco use together are responsible for about 75% of oral cancers; the remaining
25% of oral cancers are caused by other factors. The etiology of these other cancers is not well
understood, and methods for preventing them need to be developed. Nutritional and other factors
appear to play a role in the development of these cancers, but more work is needed to understand
whether these factors interact with other contributing causes of oral cancer. We also need to
know how to use this information to prevent new oral cancers and reduce the risk of additional
primaries in those who already have the disease.

Oral and pharyngeal cancer patients generally have a relatively low socioeconomic status. How
socioeconomic status as well as the other health problems they may experience as a result of
tobacco and excessive alcohol use affect their diagnosis, treatment, and treatment outcomes has
received little attention. In addition, estimates of the costs of treatment and other costs (e.qg.,
productivity, social costs) of oral cancer are needed.

Oral cancer patients experience a very high rate of second primary cancers. Recent findings of
discordance in p53 mutations in patients with multiple primary oral cancers offer some insight into
the process by which this occurs. The tendency for oral cancer patients to have multiple primaries
needs to be considered in developing approaches to prevent new primaries and treat individuals
with additional primary cancers. One promising avenue involves chemopreventive agents, that is,
pharmacologic therapies designed to prevent disease. Chemopreventive agents, particularly
retinoids, have shown promise in preventing oral cancer among persons with leukoplakia lesions
and also in preventing second oral cancer primaries. However, further research is clearly needed
because toxicity and long-term compliance may be a problem, and many other critical research
guestions remain. In addition, not all chemopreventive trials have yielded positive results.

Finally, there may possibly be only a very narrow dosage range in which the patient might benefit.

The term “oral cavity and pharyngeal cancer” is often used in the scientific and public health
literature to refer to cancers that share some features but affect multiple anatomic sites and are
disparate in other respects. Salivary gland cancers, lip cancers, and nasopharyngeal cancers differ
from cancer of the oral cavity in etiology, histologic type, and many other characteristics; research
issues for the treatment and rehabilitation of these cancers differ as well.

Oral cancers frequently are preceded by clinically evident soft tissue lesions, which offer major
opportunities for early detection. Only 37% of oral cancers are diagnosed at a localized stage,
however. The public’s knowledge of the signs of oral cancer is inadequate, and medical and
dental personnel need training to detect oral cancer early. Detection of early oral cavity lesions
can be improved through regular examination by qualified providers and greater public awareness
of the need for such exams. Lesions which are less accessible to visual inspection, such as those
found on the base of the tongue and on the pharynx, will continue to pose problems.
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Stage-for-stage, pharyngeal cancers have a worse prognosis than oral cavity cancers.

Our understanding of the molecular events that lead to the development of cancer and influence
its prognosis has increased rapidly in recent years. Tumor suppressor genes, oncogenes,
apoptosis-related genes, and many other regulatory genes both contribute to the multistage
process leading to cancer and help determine its aggressiveness. It has recently been shown that
the types of mutations in the p53 tumor suppressor gene are different and more heterogeneous in
oral cancer patients who smoked than in those who did not smoke. This information provides a
lead about disease etiology and hints at the potential importance of the interactions of genetic and
environmental factors. In the future, mutations in p53 in the margins of oral cancer tumors may
aid treatment planning. However, the work of identifying, refining, and integrating the many
cascading molecular events of a paradigm that can be used to test preventive and therapeutic
approaches remains in the earliest stages.

Recommended Strategies

The strategies developed by the working group are intended to facilitate research to address all of
these critical scientific questions about disease etiology, prevention, and treatment. The strategies
are also concerned with translating research findings into public health action that benefits the
public.

1. Increase funding or targeting of funding to initiate and sustain research on oral cancer. NIDR
and NCI will award funding for centers for oral cancer research. Other mechanisms could be
developed to help direct funding to oral cancer research.

2. Improve the capacity of individual health practitioners and small medical centers to participate
in research. To reduce morbidity and mortality from oral cancer, the contributions of a variety
of professions are important. Researchers in the areas of basic, clinical, and population-based
research are making progress in understanding the carcinogenic process and in developing and
testing therapies and preventive measures. In addition to major research centers, individual
practitioners and small medical centers need to be enlisted to participate in some of these
clinical preventive and therapeutic trials, for several reasons. First, multicenter studies are
often needed to recruit sufficient numbers of cases to allow for more generalizable findings
and adequate statistical power. Second, the growing trend toward treating oral and
pharyngeal cancers in ambulatory settings and managed care delivery systems dictates
inclusion of such settings in future clinical and health services research for these neoplasms.
Finally, differences in treatment outcomes under various delivery systems and settings can be
assessed only if these venues are included in research studies. Curricula and continuing
education training for many types of health professionals should be developed to improve
knowledge of the nature, value, implementation, and importance of well-designed and well-
conducted studies.

3. Improve access to study populations, tissues, and data sources. Population-based cancer
registries that can be used for follow-up studies of patients are becoming increasingly common
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and can provide excellent sources of subjects for research. However, registries and good
sources of patients with nonmalignant oral and pharyngeal lesions are lacking.

Investigation should be made of existing sources of data that can be used, singly or in
combination, to address a wide range of questions about cancer care, consequences, and
costs. An example is the database that combines the Surveillance, Epidemiology, and End
Results (SEER) cancer incidence and survival data with Medicare claims for the same
persons. By using existing data resources, researchers can save both time and money.

CDC is working with states throughout the nation to develop high-quality, state-based cancer
registries. Combining information from these databases could provide a unique opportunity to
conduct research on oral cancer, particularly among smaller subpopulations not sufficiently
represented in SEER or single-state registries. At a minimum, it would allow greatly
enhanced descriptive epidemiology of oral and pharyngeal cancer.

Basic science research using tissue banks, biopsied lesions, and archival material from surgical
pathology laboratories has pointed to the critical role of acquired and genetic mutations and of
carcinogen metabolism pathways and alleles. To develop a paradigm to describe the complex
sequence of the molecular and behavioral events and interactions that take place in the
development of oral cancer, researchers must have access to tissue specimens and detailed
information about the behavioral and medical characteristics of large numbers of persons at
high risk of oral cancer, of persons with premalignant lesions, and of persons with oral cancer.
Researchers should also develop creative ways to share sources of appropriate research
subjects and patients, biopsy specimens, and research findings so that they can maximize the
information gained from biological studies. Laboratory assays that conserve specimens and
allow for different assessments to be made on the same tissue would be valuable.

In addition, researchers should evaluate innovative approaches for identifying individuals

known to be at greatest risk and recruiting them for research studies. One such approach may
be to form partnerships with organizations that serve persons at potential high risk (e.g.,
homeless shelters, alcohol and substance abuse treatment centers).

4. Develop valid and reliable patient-oriented indices of health, quality of life, and functioning.

5. Obtain input from user groups about how research or training in research issues can best be
accomplished. Persons who are the subjects of researchllaw®geor treatment;
professional school students; and clinical practitioners can provide valuable information that
can be used in designing effective research studies and research training efforts. Focus groups
and other methods can be used to refine the research questions and to formulate effective
ways to elicit information from research subjects and gain their cooperation and compliance.
Similarly, plans for training of practitioners to participate in research need to be developed
with the input of potential students.

6. Facilitate movement from basic to applied research. Strategies that bring together
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multidisciplinary groups facilitate this type of cross-fertilization and movement toward real-life
application. The cyclical nature of research should also be recognized. Getting findings from
research in the clinical sciences, epidemiology, and health services delivery to basic scientists
will help focus basic research efforts and enhance their value.

Once scientific discoveries have been made, information about the discoveries and their
implications must be diffused rapidly to persons who can apply it to reduce morbidity and
mortality from oral and pharyngeal cancer. Strategies to enhance diffusion could include
innovative approaches to using the Internet. Basic and clinical researchers need to identify
ways of describing complex biological processes to clinicians, students, and the public.
Behavioral scientists should address in a more focused way how the public and practitioners
understand and act on the concept of risk of disease and its consequences.

7. Strengthen organizational approaches to reducing oral and pharyngeal cancer through
organized cooperative and collaborative arrangements, formal centers, and commercial firms.

a. Organized cooperative and collaborative arrangemer@se valuable strategy to
encourage sharing of research resources and facilitation of research could be a formal
collaborative arrangement. NCI has multicenter cooperative groups that conduct
therapeutic clinical trials. Such a group could also improve the study of the molecular
biology of the disease by sharing patient resources, increasing communication, and
attaining greater efficiency in understanding complex therapeutic pathways. A
cooperative group could achieve adequate sample sizes for clinical studies and help
standardize clinical protocols. A cooperative group of scientists using standardized
protocols could also achieve adequate power (sample sizes) for clinical studies and
research focused on understanding disease risk and behavioral and genetic interactions.

Consortia of researchers and medical and dental practitioners also could enhance science
transfer and recruit patients and at-risk individuals for research studies. Professionals and
organizations (e.g., alcohol treatment centers) that serve populations at risk for oral
cancer or its sequelae could be a source of study subjects.

b. Formal centers NIDR and NCI jointly fund oral cancer research centers. Other formal
centers could be envisioned.

c. Commercial interestCommercial firms could use their marketing and distribution
systems to enhance science transfer, health promotion, and disease prevention activities.
They also could join with academic or governmental groups to fund or otherwiisatéac
research.
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CHAPTER 4: CLOSING REMARKS

The closing session of the conference began with brief presentations by each of the working group
chairs on their proposed set of recommended strategies. Participants then were given an
opportunity to comment on these strategies, pose questions to the chairs, or suggest additional
strategies. Dr. Wallin (Wally) McMinn, Chairman of the ADA’s Council crtéss, Prevention

and Interprofessional Relations, moderated the session.

Following the session, Dr. Myron Allukian and Dr. Donald Marianos delivered brief closing
remarks and adjourned the conference.

Dr. Myron Allukian, Jr.
Assistant Deputy Commissioner and Director of Community Dental Programs, Boston
Department of Health and Hospitals

Dr. Myron Allukian thanked Dr. McMinn for moderating the session and soliciting so many useful
comments from participants. He then thanked a few key individuals for their help and support in
planning and conducting the conference, including the chairs and co-chairs of the working groups,
the recorders for these groups, the Oral Cancer Conference Advisory Group, Dr. Jim Feldt, and
the ADA. He extended special thanks to Jane Forsberg Jasek and Barbara Park. He also thanked
the three federal agencies — NCI, NIDR, and CDC — for their growing commitment to oral

cancer, singling out Dr. Donald Marianos for having the foresight to begin the process nearly 4
years earlier.

Dr. Allukian commended members of the audience for their hard work and dedication during the
past two days, which resulted in a meaningful list of strategies for putting oral cancer on the
national agenda. He cautioned that the list of strategies should be viewed as a living document
that can change over time. He reviewed the myriad changes taking place in the health care system
and urged participants to view them as opportunities to approach oral cancer differently. He

noted that although tobacco use prevention is the key to primary prevention, a broad approach to
oral cancer must not neglect early detection and control of the disease.

Dr. Allukian marveled at the diversity of the audience and stressed that progress in oral cancer

will only occur if the entire health and human services community becomes involved — at the
national, regional, state, and community levels. He singled out one of the recommendations that
emerged from the conference: to establish an ongoing mechanism for monitoring conference
outcomes. He applauded this recommendation and noted the need for a work plan to define “who
must do what by when” to implement the recommended strategies. He commended CDC for
committing the resources to publish and disseminate the proceedings but emphasized that more is
needed to ensure effective implementation. He suggested that another conference be held within
1 to 2 years to examine progress in improving oral cancer rates and outcomes and to adjust the
course of action accordingly.
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Aifter thanking the participants for a very personally enriching learning experience, Dr. Allukian
expressed confidence that the “right” strategies were identified and that, with compassion and
commitment, the participants collectively could make a major impact on oral cancer in this
country. He also said he hoped that the conference would serve as a model for other nations.

He closed with a few adages: “To know the difference is to make a difference.” “Knowledge is
power.” “In America, what you do is what you are. To do little is to be little. To do something is
to be something.”

Dr. Donald Marianos
Director, Division of Oral Health, CDC

Dr. Donald Marianos began by stating that he had learned early in his management career that “if
you surround yourself with good people, they make you look good.” He cited the conference as
an example of this lesson and commended the dedication of the conference participants and the
quality of their recommendations as “nothing short of outstanding.” He reminisced about the
“humble beginnings” of the conference, when the initial small group met in 1992 at CDC. At that
time, the challenge of oral cancer loomed, but the course was not clear.

Dr. Marianos noted his pleasure that a clear road map for the prevention and control of oral and
pharyngeal cancer had now been prepared. For the first time, he said, the nation will be able to
monitor progress and measure success. He committed CDC to preparing the proceedings and
disseminating them to all participants for review prior to publication. He also expressed the
agency'’s dedication to the elimination of oral and pharyngeal cancer. He noted two factors
critical to success:
« The personal commitment, skills and competencies, connections and linkages, and
enthusiasm that all the conference participants can bring to bear on this disease.
e Coordination and communication among all the disparate parties working to improve oral
cancer trends and outcomes.

Dr. Marianos expressed his personal and professional pleasure in being associated with a group of
such high caliber and reiterated that progress can be made only with the participants’ continued
support and assistance.
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APPENDIX A

PROGRAM

National Strategic Planning Conference
for
the Prevention and Control of
Oral and Pharyngeal Cancer

August 7-9, 1996

American Dental Association Headquarters Building

Chicago, lllinois

WEDNESDAY, AUGUST 7

8:00 - 8:45 a.m.

8:45-9:15a.m.

9:15a.m. - 12:15 p.m

12:00 - 12:30 p.m.

12:30 - 1:30 p.m.

1:00 - 5:00 p.m.

5:00 - 7:30 p.m.

Registration and Continental Breakfast Hillenbrand Auditorium Foyer

Opening SessierHillenbrand Auditorium
Welcomes and Opening Remarks
Moderator:Dr. Donald W. Marianos Director, Division of Oral Health, CDC
Dr. William Ten Pas President, American Dental Association
Dr. Reuben Warren Director, Office of Minority Health, CDC
Dr. Sherry Mills- Cancer Prevention and Control Branch, NCI
Dr. Stephen B. Corbin Chief of Staff, Office of the Surgeon General, and
Chief Dental Officer, U.S. Public Health Service
Dr. Harold Slavkin- Director, National Institute of Dental Research, NIH

Panel Presentation
Dr. Harold Slavkin- Oral Cancer: Trends, Research Needs, and Policy Development
Dr. Sol Silverman, Jr= Scientific Evidence Presented in Background Papers: Overview

Keynote Speakers

Mr. Rick Bender Oral Cancer: One Survivor's Perspective

Dr. Harold Freeman Chairman, The President’'s Cancer Panel
Policy Development Strategies: A Call to Action

Charge to the Working Groups
Dr. Myron Allukian, Jr.- Charge to the Working Groups
Dr. James A. Feldt Working Group Process to Meet the Charge

Break into Working Groups(Working Group Members and Observessy Working
Lunch

Working Group Meetings(Working Group Members and Observers)

Reception Hillenbrand Auditorium
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THURSDAY, AUGUST 8
8:00 - 8:30 a.m. Continental Breakfast
8:30 - 9:30 a.m. Plenary Session
Moderator: Dr. Myron Allukian, Jr.
Working Group Chairs Status Report on Progress

9:30 a.m. - 12:00 p.m.  Working Group MeetinggWorking Group Members and Observers)

12:00 - 1:00 p.m. Working Lunch(Working Group Members and Observers)
1:00 - 4:00 p.m. Working Group Meetings(Working Group Members and Observers)
4:00 - 5:30 p.m. Wrap-up and Preparation for Closing Session

FRIDAY, AUGUST 9
8:00 - 8:30 a.m. Continental Breakfast

8:30 - 10:30 a.m. Closing Session
Panel Discussion: Recommendations for Action to Prevent and Control
Oral and Pharyngeal Cancer - Reports from Working Groups
Moderator: Dr. Wallin (Wally) McMinn- Chairman, ADA Council on Access,
Prevention and Interprofessional Relations

1) Professional Education and Practice

2) Public Education

3) Public Health Policy

4) Advocacy, Collaboration, and Coalition Building
5) Data Collection, Evaluation, and Research

10:30 - 11:00 a.m. Closing Remarks
Dr. Myron Allukian, Jr.- Chairman, Oral Cancer Conference Advisory Group
Dr. Donald W. Marianos Director, Division of Oral Health, CDC
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APPENDIX B

WORKING GROUP CO-CHAIRS

Advocacy, Collaboration, and

Coalition Building

Don Shopland

Coordinator, Smoking and Tobacco Control
Program

National Cancer Institute

National Institutes of Health

Dick Hastreiter, DDS, MPH
Dental Director
Smileage Dental Services, Inc.

Public Health Policy

Tom Houston, MD

Director, Department of Preventive
Medicine and Public Health

American Medical Association

Robert Mecklenburg, DDS, MPH
Potomac, Maryland

Public Education

Alice M. Horowitz, PhD

Disease Prevention and Health Promotion
Branch

National Institute of Dental Research

National Institutes of Health

Linda Crossett, RDH, BS

Health Scientist

Division of Adolescent and School Health

National Center for Chronic Disease
Prevention and Health Promotion

Centers for Disease Control and Prevention

Professional Education and Practice

Sol Silverman, Jr., MA, DDS

Professor and Chairman, Department of Oral
Medicine

University of California at San Francisco

Ray Melrose, DDS

University of Southern California

School of Dentistry Oral Pathology
Laboratory

Data Collection, Evaluation and

Research

Deborah Winn, PhD

Chief, Analytical Studies and Health
Assessment Branch

Epidemiology and Oral Disease Prevention
Program

National Institute of Dental Research

National Institutes of Health

Eugenio Beltran, DDS, DrPH

Surveillance and Investigation Branch

Division of Oral Health

National Center for Chronic Disease
Prevention and Health Promotion

Centers for Disease Control and Prevention
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APPENDIX C

CONFERENCE PARTICIPANTS

Speakers

Dr. Myron Allukian, Jr.
Assistant Deputy Commissioner
and Director
Community Dental Programs
Boston Department of Health and Hospitals
1010 Massachusetts Avenue
Boston, MA 02118
Phone: 617-534-4717 or 2350
Fax: 617-534-2480

Mr. Rick Bender

c/o Ms. Nancy Halbig
23 McCord Road
Round Up, MT59072
Phone: 406-323-3138

Dr. Stephen B. Corbin

Chief Dental Officer, USPHS

Chief of Staff, Office of the Surgeon General
Parklawn Building, Room 1866

5600 Fishers Lane

Rockville, MD 20857

Phone: 301-443-4000

Dr. James A. Feldt

The University of Georgia

Institute of Community and Area Development
1234 Lumpkin Street

Athens, GA 30602-3552

Phone: 706-542-3350

Fax: 706-542-6189

Dr. Harold Freeman
Director of Surgery
Harlem Hospital Center
135th and Leox Avenue
New York City, NY 10037
Phone: 212-939-3533
Fax: 212-939-3536

Dr. Donald W. Marianos
Director, Division of Oral Health

National Center for Chronic Disease Prevention and

Health Promotion

Centers for Disease Control and Prevention
4770 Buford Hwy, Mail Stop F-10
Chamblee, GA 30341

Phone: 770-488-3025

Fax: 770-488-3065

Dr. Wallin (Wally) McMinn

Chair, ADA Council on Access, Prevention and
Interprofessional Relations

36180 Five Mile Road

Livonia, Ml 48154

Phone: 313-464-7771

Fax: 313-953-1617

Dr. Sherry Mills

Director, Extramural Research Branch
Cancer Prevention and Control
National Cancer Institute

National Institutes of Health

6130 Executive Boulevard

EPN 232, MSC 7346

Bethesda, MD 20892

Phone: 301-496-8520

Fax: 301-496-8675

Dr. Sol Silverman, Jr.

Professor and Chairman, Department of Oral Medicine
University of California at San Francisco

School of Dentistry - Bog432

San Francisco, CA 94143

Phone: 415-476-5947

Fax: 415-476-4204

Dr. Harold Slavkin

Director, National Institute of Dental Research
National Institutes of Health

Building 31, 2C-39

9000 Rockitle Pike

Rockville, MD 20892

Dr. William Ten Pas

President, American Dental Association
211 East Chicago Avenue

Chicago, IL 60611

Phone: 312-440-2500

Fax: 312-440-7494
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Dr. Reuben Warren

Director, Office of Minority Health

Centers for Disease Control and Prevention
1600 Clifton Road, Mail Stop D-39

Atlanta, GA 30333

Phone: 404-639-3703

Fax: 404-639-3024

Participants

Advocacy, Collaboration, and Coalition Building
Working Group - Members

Mr. Donald R. Shopland (Co-Chair)

Coordinator, Smoking and Tobacco Control Program
National Cancer Institute - EPN - Room 241
National Institutes of Health

6130 Executive Boulevard, MS - C-7337

Bethesda, MD 20892-7332

Phone: 301-496-8679

Fax: 301-402-8675

Dr. Richard J. Hastreiter (Co-Chair)
Dental Director

Smileage Dental Services, Inc.
9052 N. Deerbyok Trall

Milwaukee, WI 53223

Phone: 414-357-2040, Ext. 138
Fax: 414-354-3177

Reverend Jesse Brown
The Onyx Group

P.O. Box 60

17 Cynwyd Road

Bala Cynwyd, PA 19004
Phone: 610-617-9971
Fax: 610-617-9972

Dr. Arden Christen

Professor and Chairman

Department of Preventive and Community Dentistry
Indiana University

1121 West Michigan Street (B-19)

Indianapolis, IN 46202

Phone: 317-274-3859

Fax: 317-274-2419

Ms. Martha A. Clift
Professional Development/Training
Office of Tobacco Control and Planning
Arizona Department of Health Services
1400 W. Washington Street
Phoenix, AZ 85007
ffone: 602-542-7233
Fax: 602-542-0113

Mr. Bill Cote

National Association of Alcoholism & Drug Abuse
Counselors

P.O. Box 332

Lyndon Center, V105850

Phone: 802-626-8157

Ms. Bonnie Dyck

Office of Smoking and Health

National Center for Chronic Disease Prevention and
Health Promotion

Centers for Disease Control and Prevention

4770 Buford Highway, Mail Stop K-50

Chamblee, GA 30341

Phone: 770-488-5521

Fax: 770-488-5844

Dr. Robert Jones

President, Maryland County Dental Health Officers
Member, Association of Community Dental Programs
205 Fey Road

Chestertown, MD 21620

Phone: 1800-978-2904

Dr. William W. Lander

Member, ADA Council on Access, Prevention
and Interprofessional Relations

888 Glenbook Avenue

Bryn Mawr, PA 19010

Phone: 610-525-6277

Fax: 610-526-2238

Mr. Robert S. Parker

National Association of County & City Health Officials
440 1st Street, NW

Suite 500

Washington, DC 20001

Phone: 202-783-5550

Fax: 202-783-1583
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Mr. Robert Swafford

Member, ASTHO Tobacco Control Committee
Tobacco Control Coordinator

Kansas Department of Health and Environment
900 SW Jackson - #901-N

Topeka, KS 66612-1290

Phone: 913-296-8058

Fax: 913-296-8058

Mr. Ron Todd

Director, Tobacco Control Program
American Cancer Society

1599 Clifton Road, NE

Atlanta, GA 30329

Phone: 404-329-7652

Fax: 404-248-1780

Dr. Reuben Warren

Director, Office of Minority Health

Centers for Disease Control and Prevention
1600 Clifton Road, Mail Stop D-39

Atlanta, GA 30333

Phone: 404-639-3703

Fax: 404-639-3024

Advocacy, Collaboration and Coalition Building
Working Group - Observers

Mr. James Y. Marshall

Assistant Director

ADA Council on Access, Prevention and
Interprofessional Relations

211 East Chicago Avenue

Chicago, IL 60611

Phone: 312-440-2871

Fax: 312-440-4640

Dr. Michael Morgan

Chief, Dental Health Services
Department of Health

1000 N.E. 10th Street
Oklahoma City, OK 73117-1299
Phone: 405-271-5502

Fax: 405-271-6199

Ms. Barbara Z. Park
Health Education Specialist
Division of Oral Health

National Center for Chronic Disease Prevention and

Health Promotion
Centers for Disease Control and Prevention
4770 Buford Highway, Mail Stop F-10
Chamblee, GA 30341
Phone: 770-488-3042
Fax: 770-488-3065

Public Health Policy Working Group - Members

Dr. Thomas P. Houston (Co-Chair)
Director, Department of Preventive Medicine and
Public Health
American Medical Association
515 North State Street
Chicago, IL 60610
hene: 312-464-5957
Fax: 312-464-5841

Dr. Robert Mecklenburg (Co-Chair)
12304 River’'s Edge Drive
Potomac, MD 20854
Phone: 301-330-9409
Fax: 301-869-2050

Ms. Felicia Bloom
American Medical Womens’ Association
801 N. Fairfax Street - Suite 400
Alexandria, VA 22314

Rone: 703-838-0500

Fax: 703-549-3864

Dr. Jerry Bouquot
American Cancer Society
583 Tibbs Road - RR 7
Morgantown, WV 26505
hene: 304-594-0160
Fax: 304-594-0162

Dr. David Bourne

President, Association of State and Territorial Chronic

Disease Directors
Arkansas Department of Health
4815 West Markham Street, MS#3
Little Rock, AR72205-3867
Phone: 501-661-2009
Fax: 501-280-4090
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Dr. Rhys Jones

American Association of Public Health Dentistry
St. Lukes Medical Center

855 A. Avenue, NE

Cedar Rapids, 1A 52402

Phone: 319-369-7330

Fax: 319-369-8394

Dr. Joe Leben

Assistant Dental Director

Kaiser Permanente/Permanente Dental Association
500 N.E. Mulonomah Street, Suite 100

Portland, OR 97232-2099

Phone: 505-813-4942

Dr. Barbara S. Lynch
Health Policy Consultant
815 Bowie Road
Rockville, MD 20852-1042
Phone: 301-762-3724
Fax: 301-762-3724

Dr. Lynn Mouden

Member, ADA Council on Access, Prevention
and Interprofessional Relations

Deputy Chief, Bureau of Dental Health

Missouri Department of Health

P.O. Box 570 - 1730 EIm Street

Jefferson City, MO 65102

Phone: 314-751-6247

Fax: 314-526-2753

Dr. Dean Perkins

President, Association of State and Territorial Dental
Directors

Chief, Bureau of Dental Health

Missouri Department of Health

P.O. Box 570

1730 EIm Street

Jefferson City, MO 65102

Phone: 314-751-6247

Fax: 314-526-2753

Dr. Ernest Testo

Office of Dentistry (113B)
Department of Veterans’ Affairs
810 Vermont Avenue, NW
Washington, DC 20420

Phone: 202-565-5081

Fax: 202-565-7565

Ms. Andrea Walter
Office of Smoking and Health

National Center for Chronic Disease Prevention

and Health Promotion

Centers for Disease Control and Prevention
4770 Buford Highway, Mail Stop K-50
Chamblee, GA 30341

Phone: 770-488-5797

Dr. lan Zlotolow
Dental Service
Memorial Sloan Kettering Hospital
1275 York Avenue
New York, NY 10021
Phone: 212-639-7644
Fax: 212-717-3601

Public Health Policy Workgroup - Observers

Dr. Myron Allukian, Jr.
Assistant Deputy Commissioner
and Director
Community Dental Programs

Boston Department of Health and Hospitals

1010 Massachusetts Avenue

Boston, MA 02118

Phone617-534-2350

Fax: 617-534-2480

Ms. Heidi Holt
Division of Cancer Prevention and Control
National Center for Chronic Disease Prevention and
Health Promotion
Centers for Disease Control and Prevention
4770 Buford Highway
Chamblee, GA 30341
Phone?’70-488-4885

Mr.ahn Klyop
Director, ADAdDNcil on Access, Prevention
and Interprofessional Relations
American Dental Association
211 E. Chicago Avenue
Chicago, IL 60611
Rone: 312-440-2500
Fax: 312-440-4640
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Dr. John Rutkauskus

Executive Director, Federation of Special Care
Organizations

211 East Chicago Avenue

Chicago, IL 60611

Phone: 312-440-2660

Fax: 312-440-2824

Ms. Judy C. Sherman

Congressional Relations Representative
American Dental Association

1111 14th Street, NW, Suite 1200
Washington, DC 20005

Phone: 202-898-2400

Fax: 202-898-2437

Public Education Working Group - Members

Dr. Alice M. Horowitz (Co-Chair)

Disease Prevention and Health Promotion Branch
National Institute of Dental Research

National Institutes of Health

Natcher Building, Room 3AN-44D

45 Center Drive, MSC 6401

Bethesda, MD 20892-6401

Phone: 301-594-5391

Fax: 301-480-8254

Ms. Linda Crossett (Co-Chair)
Health Scientist
Division of Adolescent and School Health

National Center for Chronic Disease Prevention and

Health Promotion
Centers for Disease Control and Prevention
1600 Clifton Road, NE, Mail Stop K-33
Atlanta, GA 30333
Phone: 770-488-5345

Ms. Gerry Barker

Coordinator, Oral Oncology Education Program
School of Dentistry

University of Missouri-Kansas City

650 E. 25th Street

Kansas City, MO 64108-2795

Phone: 816-235-2300

Fax: 816-235-2157

Dr. Robert Chamberlain

Secretary, American Association for Cancer Education,

Inc.
Department of Epidemiology, Box 189
UT MD Anderson Cancer Center
1515 Holcombe Boulevard
Houston, TX 77030-4095
Phone: 713-792-3020
Fax: 713-792-0807

Mr. James W. Crawford
Past-Chair, Communications Geem
American Cancer Society, California Division
1976 White Oak Way
San Carlos, CA 94070
Phone: 415-591-8131

Ms. Beverly Entwistle Isman
American Public Health Association - Oral Health
Section
212 Huerta Place
Davis, C3%616
Phone916-445-9052
Fax: 916-445-2536

Dr. Christine Niekrash
Member, ADAdDNcil on Communications
16 Pembroke Hill
Farmington, CT 06032
Phone:860-679-4751
Fax: 860-679-1282

Dr. David R. Nielson
4203 E. IndiamoBRoad, Suite 140
Phoenix, AZ 85018-5359
Rone: 602-224-5881
Fax: 602-224-5984

Dr. Robert Ord
University of Maryland at Baltimore

Dental School - Department of Oral Surgery
Room 3-G-21

666 WestlBaore Street

Bienore, MD 21201-1586
Rone: 410-706-7060

Fax: 410-706-0891
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Dr. Janet Yellowitz

Director, Geriatric Dentistry

Department of Oral Health Care Delivery
University of Maryland at Baltimore

666 West Bimore Street

Baltimore, MD21201-1586

Phone: 410-706-7967

Fax: 410-706-3028

Mr. David A. Zauche
Cancer Control Director
8219 Town Center Drive
P.O. Box 43026
Baltimore, MD21236-0026
Phone: 410-931-6850
Fax: 410-931-6875

Public Education Working Group - Observers

Ms. Stephanie Courcy

Program Coordinator

American Dental Association

Council on Access, Prevention and
Interprofessional Relations

211 East Chicago Avenue

Chicago, 1160611

Phone: 312-440-2879

Fax: 312-440-4640

Mr. Joe Hines

Zila Pharmaceuticals, Inc.
5227 N. 7th Street
Phoenix, AZ 85014
Phone: 602-266-6700
Fax: 602-234-2264

Ms. Susan Johnson

National Institute of Dental Research
National Institutes of Health

MSC 2299 - Building 31, Room 2C35
31 Center Drive

Bethesda, MD 20892-2290

Phone: 301-496-4261

Fax: 301-496-9988

Ms. Roberta Lawson
Student Intern
Division of Oral Health

National Center for Chronic Disease Prevention and

Health Promotion
Centers for Disease Control and Prevention
6250 33rd Street, N.E., Apt. D
Seattle, WA98115

Mr. Edwin Pomerantz
Zila Pharmaceuticals, Inc.
5227 N. 7th Street
Phoenix, AZ5014
Phone:602-266-6700
Fax: 602-234-2264

Professional Education and Practice Working
Group - Members

Dr. Ray Melrose (Co-Chair)
University of Southern California
Swol of Dentistry - Oral Pathology Lab
P.O. Box 18979
Los Angeles, CA 90018-0979
fone: 213-740-1514

Fax: 213-740-8091

Dr. Sol Silverman, Jr. (Co-Chair)
Professor and Chairman, Department of Oral Medicine
University of California at San Francisco
School of Dentistry - Ba#32
San Francisco, Califoa1id3
Phone415-476-5947
Fax: 415-476-4204

Dr. Norbert Burzynski
3300 Cross Pointe Road
Louisville, Kentucky10241

Phone:502-852-1239

Fax: 502-852-7163

Dr. Patrick Fdlo, Jr.
Member, ADA @incil on Dental Education
Dean, Southeliimbis University School of Dental
Medicine

Buildiry 3, Room 2300

Alton,dP002

Phone618-474-7120

Fax: 618-474-7150

Dr. David Hardison
University of Kentucky College of Dentisty
RM D630 - UK Medical Center
Lexington, KY 40536-0084
Phone606-257-1317
Fax: 606-257-2172
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Dr. Bertram J. Hughes
National Dental Association
635 Northwest Street

P.O. Box 14113
Gainesville, FL32614-1131
Phone: 352-372-2030
Fax: 352-846-0459

Dr. Corbin Johnson

2880 W. 95th Street

Evergreen Park, IL 60805
Phone: 708-422-6200 ext. 5560
Fax: 708-423-9776

Dr. Mark S. Johnson

Chair, Department of Family Medicine

University of Medicine and Dentistry of New Jersey
185 S. Orange Avenue

Newark, NJ 07103-2714

Phone: 201-982-7979

Dr. William Kohn

Dental Officer

Division of Oral Health

National Center for Chronic Disease Prevention
and Health Promotion

Centers for Disease Control and Prevention

1600 Clifton Road, Mail Stop F-10

Atlanta, GA 30033

Phone: 770-488-3031

Fax: 770-488-3065

Dr. Calvin Lau

Member, ADA Council on Dental Practice
1127 Wilshire Boulevard

Los Angeles, CA 90017

Phone: 213-481-1100

Fax: 213-481-0998

Dr. Georgetta Manning-Cox

Chairman and Associate Professor
Department of Community Dentistry
Howard University College of Dentistry
1534 Roxana Road, NW

Washington, DC 20012

Phone: 202-806-0084

Fax: 202-806-0354

Dr. W. Frederick McGuirt
Department of Otolaryngology
Bowman Grayh®ol of Medicine
Winston Salem, NC 27157-0001
Rone: 910-716-4161

Fax: 910-716-3857

Ms. Maria McKenzie
President-Elect
American Dental Hygienists’ Association
534 Church Street
San Francisco, CA 94114
one: 415-558-9095
Fax: 415-558-9095

Dr. Douglas E. Peterson
Head, Department of Oral Diagnosis
University obhecticut School of Dental Medicine
263 Farmington Avenue
Farmington, CT 06030-1605
Phone: 203-679-2952
Fax:  203-679-4760

Dr. K. Vendrell Rankin
Director, Dental Oncology Education Program
Baylor University
3302 Gaston Avenue
Dallas, TX 75246-0677
Rone: 214-828-8113
Fax: 214-828-8303

Dr. Spencer Redding
Academy of Hospital Dentists
Associate Dean for Hospital Affairs
University of Texas Health Science Center at San
Antonio
7703 Floyd Curl Drive
San Antonio, TX 78240
Phone: 210-567-3165

Dr. Paul Lee Salisbury llI
Bowman Gray School of Medicine
Medical Center Boulevard
Winston Salem, NC 27157

Hone: 910-716-2164
Fax: 910-716-4204
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Dr. John Spangler

Assistant Professor

Department of Family and Community Medicine
Bowman Gray School of Medicine

Medical Center Boulevard

Winston-Salem, NC 27157

Phone: 919-716-2238

Fax: 919-716-3206

Dr. R. Craig Stotts

Associate Professor - College of Nursing
Arkansas Cancer Research Center -UAMS
4301 W. Markham, Slot 529

Little Rock, AR72205-7199

Phone: 501-636-8708

Fax: 501-686-8350

Dr. Diane Talentowsky

Director, General Practice Residency Program
Loyola University

2160 South First Street

Maywood, I1L60153

Phone: 708-216-3625

Fax: 708-216-5560

Professional Education and Practice Working
Group - Observers

Dr. Carl Andres

President-Elect

American Academy of Maxillofacial Prosthetics
Department of Prosthodontics

Indiana University School of Dentistry

1121 W. Michigan Street

Indianapolis, IN 46202

Dr. Bruce Barker

School of Dentistry

University of Missouri-Kansas City
650 E. 25th Street

Kansas City, MO 64108-2795
Phone: 816-235-2132

Fax: 816-235-2157

Dr. Phil Bonner

Executive Director

Oral Health Education Foundation
P.O. Box 396

Fairburn, GA 30213

Phone: 770-969-7400

Fax: 770-969-6777

Ms. Jane Forsberg Jasek

Manager, Fluoridation and Preventive Health Activities

ADA Council on Access, Prevention and
Interprofessional Relations

211 East Chicago Avenue

Chicago, 1160611

Rone: 312-440-2862

Fax: 312-440-4640

Dr. Katherine Jowers
Roerig Pfizer Fellow
American Association of Hospital Dentists
211 East Chicago Avenue
Chicago, IL 60611
Rone: 312-440-2660

Dr. Sandra A. Kilkuts
Academy of General Dentistry
330 Livingston Avenue
New Brunswick, NJ 08901
hBne: 908-247-4466
Fax: 908-828-6480

Dr. Louis G. Mercuri
American Association of Dental Schools
Loyola Oral Health Center
2160 South First Avenue
Maywood, IL60153
Phone:708-216-6907
Fax: 709-216-5560

Dr. Mark Shubert
Fred Hutchinson Cancer Research Center
University of Washington
1124 Columbia - FB-623
Seattle, WA98195
Phone:206-667-5164
Fax: 206-667-6119

Mr. Wiam E. Sklar
Sklar and Associates
2841 E. #ta Encantada
Tucson, AZ 85718-1231
Phone: 520-299-2830
Fax: 520-299-2831

Ms. Tifany Lynn Tindall
Student Extern
American Student Dental Association
211 East Chicago Avenue
Chicago, IL 60611
Phone: 312-440-2795
Fax: 312-440-2820

Draft - February 24, 1997

Page 38



Data Collection, Evaluation, and Research
Working Group - Members

Dr. Deborah Winn (Co-Chair)

Chief, Analytical Studies and Health Assessment
Branch

Epidemiology and Oral Disease Prevention Program

National Institute of Dental Research

National Institutes of Health

Natcher Building, Room 4AS 19F

45 Center Drive, MSC 6401

Bethesda, MD 20892-6401

Phone: 301-594-4863

Fax: 301-480-8322

Dr. Eugenio Beltran (Co-Chair)

Epidemiologist, Division of Oral Health

National Center for Chronic Disease Prevention
and Health Promotion

Centers for Disease Control and Prevention
1600 Clifton Road, Mail Stop F-10

Atlanta, GA 30033

Phone: 770-488-3031

Fax: 770-488-3065

Dr. Larry Buford

Dental Public Health Resident

Division of Oral Health

National Center for Chronic Disease Prevention and
Health Promotion

Centers for Disease Control and Prevention

4770 Buford Highway, Mail Stop F-10

Chamblee, GA 30341

Phone: 770-488-3038

Fax: 770-488-3065

Dr. Teresa Dolan

Department of Community Dentistry
University of Florida, School of Dentistry
UFCD, JHMHC - Box J404

Gainesville, FL32610

Phone: 352-392-2949

Fax: 352-392-3070

Dr. Lewis Roy Eversole
Room 53-058

School of Dentistry

UCLA Health Science Center
10833 LeConte Avenue

Los Angeles, CA 90024
Phone: 310-825-1533

Fax: 310-206-4967

Dr. Catherine Flaitz

Department of Stomatology

Division of Oral Pathology

University of Texas - Houston Dental Branch
6516 dhn Freeman Avenue

Houston, TX 77030-0225

Phone: 713-792-4000

Fax: 713-792-2383

Dr. Michael Glick

ADA Council on Scientific Affairs
123 Bentley Avenue
Bala-Cynwyd, PA 19004

Phone: 610-668-1946

Fax: 610-215-3139

Dr. Prakash Gupta

Tata Institute of Fundamental Research
Horni Bhabha Road

Colaba, MUMBAI 400 005

INDIA

Phone: 011-91-22-215-2317

Fax: 011-91-22-215-2110

Dr. George Kaugars
Department of Oral Pathology
Medical College of Virginia
521 North 11th Street

P.O. Box 980566

Richmond, VA23298

Phone: 804-828-0547

Fax: 804-828-6234

Dr. Eugene Lengerich

Association of State and Territorial Epidemiologists
North Carolina Department of Health

P.O. Box 27687

Raleigh, NC 27611

Phone: 919-715-3131

Fax: 919-715-3144

Dr. Mary Ann Prout

Boston University School of Public Health
80 East Concord Street - D-5

Boston, MA 02118

Phone: 617-638-5038

Fax: 617-638-4458
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